Results
Results of midstream urine analysis were obtained for 102 of the 106 patients entered into the study. Their mean age was 39-9 years, and 44 had a urinary tract infection. Bacteriuria was not related to marital condition, age, number of children, socioeconomic class, hygiene factors, previous history of frequency and dysuria, total number of previous consultations, or frequency of anxiety, recurrent abdominal pain, or use of minor tranquillisers. 13 -04 in patients with urinary tract infection, 13 2 in those with the urethral syndrome. Sixty nine patients who had been assessed with the clinical psychiatric interview completed a second general health questionnaire. Their scores were much lower and still showed no significant relation with bacteriuria (table II) . The sensitivity (proportion of patients with psychiatric disorders correctly identified) ofthe general health questionnaire was 100% and the specificity (proportion of psychiatrically normal patients correctly identified) was 65% with this cut off score. Manipulation of the threshold to 16/17 and 20/21 resulted in only marginal improvements in specificity (74% and 68% respectively) but a large drop in sensitivity (60% and 38% respectively).
Five out of 29 patients with a positive initial midstream urine specimen and 10 out of 40 patients with a negative initial specimen had a psychiatric disease diagnosed (using ICD ninth revision) by the clinical psychiatric interview. This difference was not significant (table II) .
We compared patients according to the results of midstream urine analysis. Those with pure growth of 104 conventional urinary tract pathogens per ml were compared with those with mixed growth plus those with negative cultures, and those with negative cultures were compared with all other patients. None of these groupings produced any significant difference in psychiatric status.
Discussion
The aetiology of the urethral syndrome has been the subject of considerable debate."' Increased sexual activity or "honeymoon" cystitis has been suggested as a factor," but our results link only urinary tract infection with a change of sexual partner.
Studies in urology clinics suggested an emotional basis for the urethral syndrome,'2 '6 but patients were highly selected, there were no adequate controls, and in most studies objective measures of psychiatric morbidity were not used.
Our community based study used objective psychiatric measures and found no difference in morbidity between patients with the urethral syndrome and those with urinary tract infection. Women who experience dysuria and frequency are clearly distressed, which seems to result in the high initial scores on the general health questionnaire. The questionnaire can classify patients with physical problems as probable psychiatric cases,9 but high scores fall as the physical symptoms resolve,' as seen in our patients.
We found that general practitioners could not predict the result of midstream urine analysis and generally diagnosed a urinary tract infection. This conforms with Brooks' 
Introduction
An accumulation of data suggests an association between hyperglycaemia and the incidence and progression of diabetic retinopathy. '9 Intervention studies, in which attempts have been made to lower mean blood glucose levels give conflicting results regarding beneficial effects on progression of retinopathy'620-but they have all studied the patients for only a short period, up to three years.
The severity of retinopathy is related mainly to the duration of diabetes. Exposure to various factors in diabetes can be characterised by intensity, duration, and cumulative dose (intensity times duration).2' The results obtained in a well designed study may depend on a cumulative dose being reached through sufficient duration of the study. This is illustrated by our study, in which the same patients were examined by identical tests at intervals for seven years.
The Oslo study was originally designed as a prospective, randomised study of the effects of insulin pumps, multiple insulin injections, and conventional treatment with insulin.22-27 Results after two years showed marginal beneficial effect ofintervention on progression of retinopathy.25 This effect was not evident after three to four years,26 even though assessment was performed according to both the mode of insulin treatment and the mean blood glucose concentration. After seven years' follow up, however, the long term beneficial effects of improved glycaemic control were evident.
The present paper determines the change in retinopathy after seven years, examines relevant clinical variables, identifies four independent risk factors, and presents a long term regression model for severity of non-proliferative retinopathy.
Patients and methods
Forty five insulin dependent diabetic patients were included in the Oslo study seven years ago. Inclusion criteria and background clinical data have been described previously.2227 Table I shows background data relevant to the current paper at the start of the study and after seven years. At baseline, the 21 men and 24 women averaged 26 (range 18-36) years and had had diabetes for 13 (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) (20) (21) (22) (23) years. They had no clinical signs of systemic hypertension, nephropathy, or neuropathy;
